VA 1-800 QUIT NOW CAMPAIGN

What impact can clinicians have?

Advice from acliniciandoublesthe chancesthat a smoker will quit. "Giventhe large
number of smokersthatvisit aclinicianevery year, the potertial public heakth impactof
universal adviceto quit is substartial”. (Fiore, 2000)

How important istherole of a clinician in smoking cessation interventions?
Smding cessation intervertions led by nurseshave increagdthe chancesof successfully
quitting by up to 50%. (Rice, 2004; Taylor, 1990)

How do | find the timeto counsel smokers in the hospital?

Asking, advising & referring a patient to your hospital's smoking cesation resource or
the national quitline cantake 5 minutesor less. (Fiore, 2000). Referralsto the national
QUITLINE @ 1-800-QUIT-NOW (1-800-784-8669) canhelp about 40% of smokers
seekfurther help. (West, 2000)

What aretobaccoquitlines?

Quitlinesaretelephone-basedtobacco cessation services that areaccesed through the
national toll-free Quitline, 1-800-QUIT-NOW (Anderson, 2004). The callerisroutedto the
appropriate regonal service center or recevesassistancedirecty from the national
certer. Localtelephone quitlinesareconvenient and offer multiple languagesto serve
diverse populations. Every Americanwith atelephone hasacces to this freeand
effective service. (Schroeder, 2005)

Since so many patients keepsmoking deite the efforts of clinicians, isnOtcessation
counseling a waste of time?

On averagg, it takes8 to 10 quit attempts before smokers arealle to quit. Thereare now
more ex-smokersthan current smokers No other clinical intervertion canmake such a
difference in heakh, eventhough mary intervertions will be unsuccesful atfirst.
(Cummings, 1989; Orleans, 1993; Fiore, 2000)

How do | approach patients who don® want to quit smoking?

All individuals, eventhose who have yet to be succesful canbenefit from reminders
about the hazards of continuing to smoke. Acknowledge that quitting is diffi cult and that
resarch hasshown thatit cantake several failed quit attemps before apatiert is
succesful. Determine ways in which you canhelp patients consider quitting atalater
point intime. Deliver a mativational mesage that exploreshboth the barriersand benefits
of quitting; address any misconcepions and offer support. Provide self-help materials and
alist of community resources (Stanford University Cardiac Rehabilitation Program Smoking
Cessation FAQ)

Doesuninvited advice damage the clinician/patient r elationship?

Thereisno evidencein ary of the literatre that supports this concern Smokersare
receftive to this advice epecially whenitOsinkedto their currert admission. Severty
percert of smokersreport thatthey wart to quit ard cite a physicianOsdviceto quit asan
important motivator. (AHCPR Smoking Cessation Clinical Practice Guideline 1996)
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Doesnicatine replacement therapy (NRT) cause cancer?

Thisisacommaon misconcegion. Nicatineis not theingredert in cigarette smoke that
cawsescarce. It isthe drug that cawsesaddiction, but it doesnot cause carcer. (Correlli,
2004).

Can nicotine replacement therapy be used for patients with heat disease?
Providedthere are no acue clinical contraindications, smokerswith cardovascular
disea® canbe providedniccotine repacenert therapy (NRT); it is preferabde to having
them continue to smoke. (Fiore, 2000;Joseph, 2003)

Who should receve phar maceuical aides?

The U.S. Departmert of Heath and Human Sevice€Treating Tobacco Use and
Deperdence guidelinesrecommerd that all patierts, except adolescents, those with
severemedcal contraindications, and those who are pregnart or breas-feedng, be
offered phamacologic therapy.

What phar macologic aidesare recommended?

The nicatine patchis most oftenrecommerded asinitial pharmacaherayy for those
highly addictedto nicatine. Nicaotine gum is also available overthe counter (OTC) ard
may be effective for those who needthe oral stimulation achieved through smoking.
Provide clear direcfions on the appropriate use of the patch and gum asthereisa
relatively high degree of Owser-errarsOegecially with nicotine gum. Both the nicotine
inhaler and spray must be obtained through prescription. Littleresaich hasbeen
conducted on the needfor pharmacaherapy in those individuals smoking less than 10
cigaretesper day asthey are likely to quit succesfully without the use of any nicctine
repacemert therapy (NRT) products. (Fiore, 2000)

What arethe curre nt Nicaotine Replacement Therapy (NRT) forms available? (Please
refer to the product circular or a pharmacist for complete prescribing information.) (Schroeder,
2005)

Gum

¥  2-mg and 4-mg doses

¥  Recommended for up to 12 weeks

Patch

¥  Seven strengths: 5, 7, 10, 14, 15, 21, and 22 mg

¥ 16- or 24-hour release

¥  Recommended for 6 to 10 weeks

Lozenge

¥  2-mg and 4-mg doses

¥ 1lozengeto be used every 1 to 2 hours while awake
¥ Recommended for up to 12 weeks

Nasal spray

¥ 0.5mg per spray

¥ 1to 2 dosesevery hour

¥  Not to exceed 40 doses per day

¥  Can beused for 3 to 6 months

Inhaler

¥ 4 mg per cartridge

¥ 1 cartridge to be used every 1 to 2 hours while awake
¥ 6to 16 cartridges per day
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¥  Can beused up to 6 months

Other phar macaotherapy
Bupropion SR

¥ 150 oncedaily x3days

¥ 150 mgtwicedaily

¥ Can beused for up to 12 weeks

What ar e some facts about smoking mortality and usagerates| can use during

pati ent counseling?

438,000 smoking-attributabl e premature deahs either from smoking or exposure to
secandhand smoke were reported for the years 1997-2001 in the Morbidity and Mortality
WeeHly Report (MMWR) dated July 1, 2005. Thisis approximately 1200 smokersper
day. This mortality datatranslatesinto 5.5 million years of potertial life lost and doesnot
include deats attributedto cigar smoking, pipe smoking and smokeless tobaccouse. In
2002, anedimated 1.4 million (4000/day) Americars begansmoking cigareteswith
more thanhalf of thessindividuals underthe age of 18. However, since 1967, smoking
in the U.S. hasdeclined47% amag those 19 and older. (American Heart Association
(www.heart.org) website accessed August 15, 2005)

Smdking causesmore thantwice asmary deahs ashumanimmunodeficiency virus and
AIDS, alcohol abuse, mator vehicle callisions, illicit drug use, and suicide combined
One third to one half of smokersdie prematurely. (Schroeder, 2005) Providing smoking
cesation counseling yields more significart heakh reaults thanary other prevertative
heath intervertion. (Orleans, 1993; Fiore, 2000)

What ar e some of the hedth benefits of quitting | can share with my patients?
The following information wasobtainedfrom the CDC/TIPS welbsite:
http://www.cdc.gov/tobaccdsgr/sgr_2004/consumergecefndex.htm

Cardiovascular disease benefits:

¥ Coronary heartdisea® risk decrea® 50% in 12 months

¥ Stroke- within 5 to 10yeas, risk is that of a non-smoker

¥ Peripheral vasular disea® - 50% reduction in risk

Pulmonary benefits:

¥ Lung carcer risk is 50 BD70% lower after 10 years

¥  Chronic obstructive pulmonary disea® - Risk of deat isreducedafter quitting

Cancer risks reduced

¥ Oral/Esophageal cancersrisk is 50% lower after 5 years

¥ Bladdercarcerrisk is halvedwithin afew yeas

¥ Cenical cancerrisk isreducedafter afew yeas

Other ri sk reduction benefits:

¥  All cause mortality isreducedwithin 2 yrs.

¥ Low birth-weight baby - Risk dropsto normal if awomanquits before pregnancy or
during first trimeger

¥ Ulcerrisk is reducedafter quitting

Other counseling tipsfrom the CDC:

Within 20 minutesafter the lag cigarete, the body beg ns a seriesof changesthat
continue for years Some of these effectsinclude:

¥ 20 minutesafter quitting - Heart rate drops.
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¥ 12 hours after quitting - Carbon monoxide level in your blood drops to normal.

¥ 2 weelsto 3 months after quitting - Heartattackrisk beginsto drop and lung
function begns to improve.

¥ 1to 9 months after quitting - Coughing and shortness of breath deceass.

What ar e some facts about quitting, weight gain and theri sk of failure?

Most ex-smokerstry to quit many times(8-10) before succeeding. About 1/3 of smokers
who quit for ayea may start again, however, the longer the smoker stays quit, the less
likely they areto start smoking again. According to polls, nearly 3 out of 4 smokerssay
thatthey would like to quit. Only 19 % of pegple who smoke have nevertriedto quit.
Eachyear, about 15 million smokersquit for atleas a day, but fewerthan5 % of them
areabeto stay tobaccofree for 3 to 12 months. (CDC, 2004)

Nearly 80 % of those who quit smoking gain weight. But 56 % of pegple who continue to
smoke gain weight, too. The average weight gain after quitting smoking isjust 5 pounds.
The bottom line: The heath benefits of quitting far exceedary risks from the average
weight gain that may follow quitting. (CDC, 2004)

Doesthe potential exist for patients, injured by smoking, to seek damagesfor

Ofélure to treatGif no counseling or assistanceto quit was provided &/or
documented?

Thereislittleinformaion about this. However, arecert report in Home Hedthcare Nurse
suggededthatliahility exists for substandard care when thereis no supporting
documertation verifying that idertified patiert need are addressed This citing wasnot
specifi ¢ to nicotine dependence assessmert and treaiment. (Y adgood, 2005)

Remember, smokerstry to quit more than once before they succeed.
Y ou succeed every time you encourage a smoker to quit.
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